association of H.pylori with GI lesions in ESRD patients. Mostly negative H.pylori results suggest that other factors may be more important in causing upper GI lesions in this population, such as elevated gastrin level, increased production of gastric acid, delayed gastric emptying, complex disorder of GI motility and uraemic toxicity [11, 12] . Positive UGE findings were found both in patients with and without GI symptoms. Ten out of 14 (71%) patients who had GI symptoms also had abnormal endoscopic findings. As many as 4/11 (36%) patients who did not have GI symptoms, had GI lesions on UGE. Sixty-four percent of our patients with GI lesions had a blood type 'O'. A significant positive correlation was found between GI symptoms and abnormal UGE findings (r ¼ 0.440, P < 0.05) and length of HD and GI symptoms (r ¼ 0.390, P ¼ 0.05). There was no correlation between H.pylori and GI symptoms, H.pylori and endoscopic findings, or between endoscopic findings and length of HD treatment.
Our study did not include a control group, since this would entail subjecting healthy children to a relatively invasive procedure of UGE and antral mucosal biopsy for H.pylori detection. Studies on otherwise healthy children with upper GI symptoms and abdominal pain showed an incidence of H.pylori infection from 14.1 to 33.7% [13] [14] [15] , with association of H.pylori infection with peptic ulcer disease and gastritis ranging from low [13] to very high [14, 15] . In our study, none of the patients had peptic ulcer, while of 14/25 patients with GI symptoms, only 1/14 (7%) was positive for H.pylori and had abnormal UGE findings, showing that the prevalence of peptic ulcer disease and H.pylori infection is markedly lower in children on HD than in the non-renal disease paediatric population, which is contrary to a previous report on children on dialysis [5] , but in agreement with reports on adults [7, 8, 10] .
Mucosal biopsies were not taken for histological evaluation of the mucosa in our study since inflammatory disorders and ulcers of the GI mucosa are readily identifiable endoscopically and histological evaluation is not necessary unless a distinctive type of GI inflammation is suspected [4] . Further studies that would include histological evaluation of mucosal biopsies are needed to better explain the specific type and aetiology of mucosal lesions seen by UGE in children on chronic HD.
In conclusion, there is a high prevalence of upper GI lesions in children on chronic HD. Factors other than H.pylori cause most of the upper GI lesions in this population. Positive UGE findings are frequently found in patients without GI symptoms. We suggest that UGE be included in all protocols for preparing children on HD for renal transplantation.
Conflict of interest statement. None declared. In spite of annual mortality of 24% in this population, which far exceeds that of several malignancies [2] , there lies an inherent inertia among both physicians and patients to communicate and understand the gravity of the situation. There may be several reasons for this behaviour, including, inability to adequately address care of symptoms, lack of training in palliative care, over-reliance on surrogate markers, lack of time, increasing confidence on the ability of dialysis to prolong life, to name but a few.
A rather simple approach to assess the severity of illness would be to address the patients' response to four elements of severity, namely, distress, disability, seriousness and urgency [3] . Distress deals with symptoms which make the patient feel unwell, disability deals with interference with functions, seriousness indicates issues which are a threat to life and urgency deals with the time construct for an intervention. A quick survey of these four elements could cover a lot of ground covered in the HRQoL questionnaire indicated in the current study.
The complexity of care involved in the management of patients with ESRD warrants a multi-disciplinary effort involving the nephrologist, the social worker, the dietician and palliative care, as in the current study. The high qualitative appreciation for palliative intervention by both physicians and patients in the current study (76% and 68%, respectively), in the absence of any demonstrable reduction in the number of symptoms, indicates that in an evidence-based management of assessing the effectiveness of intervention, a sum total of both qualitative and quantitative analysis is indicated. Over-reliance only on quantitative measures would tend to ignore the complex non-linear trends of symptoms which accompany chronic medical disease [4] . The current article challenges us to continuously revisit our current treatment strategies when it comes to taking care of patients with ESRD.
